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The diseases chiefly amenable to psychotherapy, name-
ly the psychoneuroses, are most troublesome to treat
when their management is not understood, but many a
mind with its door apparently permanently closed to
healthy influences will speedily open to him who knows
how to find the key to its lock. No physician has the
key to all the doors he is asked to open; I know of no
psychotherapeutist who has all successes and no failures;
but any intelligent medical locksmith may learn how
to gain entrance to many abnormal minds if he interest
himself in the problem. It is saddening and discourag-
ing to meet with some of the somatic derelicts we see
in our offices and in the hospital wards (victims of large
white kidney, thoracic aneurism, non-compcnsable
myocardial insufficiencj', dementia paralytica or car-
cinoma ventrieuli) for in these cases we realize how
little as yet we are able to offer them in the way of help.
It is gratifying by contrast to see certain of the psy-
choneurotics who have been, perhaps, miserable invalids
for years, burdens to themselves and to their friends, re-
claimed by suitable means, made well again and equal
to normal life. The limitations of psychotherapy are
definite; they are given by the capacity of the individ-
ual brain for education and by various physical and social
factors. It is matter for satisfaction that its field of ap-
plication is as broad as workers on the subject are find-
ing it to be. It remains for the future to reveal to us
all the opportunities of which we may take advantage in
extending and improving the activities of that great
organ of adaptation in our bodies—the cerebrum. Here
lies a fruitful territory for clinical research.
Psychotheranv has had such a "yellow streak" in it
that many medical men have refrained from utilizing
to the full the good in it. This is one reason why it is
desirable that conservative, scientifically trained men
should work with it and let us know their experience
concerning its advantages on the one hand and its limita-
tions and dangers on the other. Its use should be pre-
ceded in every case by the making of an accurate diagno-
sis by our best methods. It is no cure-all, but in cer-
tain cases it is indispensable, and with all patients it is
a valuable supplement to other forms of therapy.
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ANEURISM OF THE HEART.
WITH REPORT OF A CASE ASSOCIATED WITH MEDIASTINO-
PERICARDITIS.
J. B. McELROY, M.D.
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Little space is given to the consideration of this sub-ject in text-books on the principles and practice of
medicine, or even in those on diseases of the heart. By
the earlier medical writers the term "cardiac aneurism"
was used to signify enlargement of the heart. Thus
Auenbrugger and Corvisart used the terms "aneurysima
activa," signifying enlargement from hypertrophy, and
"aneurysima passiva," signifying enlargement with dila-
tation. Several years later John Hunter and his nephew
Matthew Baillie, gave to the term its modern signifi-
cance, viz., a partial dilatation of the cardiac wall; hence
aneurism of the heart was often spoken of as partial
aneurism.
In the general literature to-day three different condi-
Read in the Section on Practice of Medicine of the American
Medical Association, at the Fifty-ninth Annual Session, held at
Chicago, June, 1908.
tions are spoken of under the term aneurism of the
heart, namely:
1. Aneurismal dilatation of the coronary arteries,
which may vary in size from a mustard-seed to a cherry,
may be multiple or single, and is due to sclerosis or em-bolism of these vessels.
2. Aneurism of the valves of the heart, by which is
meant a cavity in the substance of the valve, containing
pus or other inflammatory products, clotted blood or
debris. These arise from small areas of endocarditis,
either on the surface or in the substance of the valve,
and according to Drasche, who docs not agree with some
other authors, is more frequent in the mitral valve.
3. Aneurism of the cardiac wall.
The first two conditions are almost wholly of patho-
logic interest, but their inclusion under the term
"aneurism of the heart" has somewhat confused the
statistics on the subject.
It is to the third condition, or aneurism of the cardiac
wall, that I shall refer in this paper. This is not of
very frequent occurrence, as will be seen from the state-
ment of Philip D. Bouriand, who was able to find but
two cases reported by American authors during thirteen
years prior to 1904. In 1867 Pelvet collected reports
of eighty-seven cases from the world's literature up to
that time. In 1883 Legg made cardiac, aneurism the
subject of his Braclshaw lectures, in which he collected
reports of ninety cases, probably including those of
Pelvet. According to Warthin, more frequent reports
of the condition have been made since that time, and
there are now in the literature reports of possibly three
,hundred cases.
REPORT OF CASE.
Patient.—D. R., white, male, aged 49, was admitted to St.
Joseph's Hospital, Dec. 24, 1907, to the service of Dr. W. T.
Braun, to whose courtesy I am indebted for the privilege of
observing the case. The patient complained of shortness of
breath and dropsy.
Personal History.—Family history was negative. The pa-
tient had frequent attacks of malaria in Arkansas; also had
grip, pneumonia and gonorrhea. He was kicked by a mule
several years ago, losing the sight of his right eye. He had
never had rheumatism and denied syphilis; had used alco-
holic drinks moderately and had worked hard. About two
years prior to this admission, he came to St. Joseph's Hos-
pital complaining of shortness of breath and dropsy. Accord-
ing to the patient, after a prolonged stay, he returned home
apparently well, and had no further trouble until a short time
before his last admission.
Present Illness.—He had some pain in the chest, the loca-
tion of which he was unable to define. It had not been severe,had not radiated to the side of the neck nor to the arm, and
had not been associated with the fear of death. He had diffi-
culty in getting his breath, especially on exertion, and at times
the dyspnea had been so great as to require him to sleep sit-
ting up. He had lately had some edema of the feet and
ankles and had suffered with swelling and fulness of the
abdomen.
Physical Examination.—The patient was a fairly well-nour-ished man. The skin was subicteric, the mucous membranes
pale; there was a cataract in the right eye, slight edema of
the feet and legs; no glandular enlargements.
Chest: There was dyspnea and slight impairment of re-
spiratory expansion at the left base. There was a pulsating
tumor in the chest wall, in the apex region. This pulsation
seemed to be expansile and to correspond to the apex impulse.There was no systolic retraction in this area nor in the left
back. There was some pulsation of the carotids, though not
marked. The jugulars were not distended on deep inspiration
and there was no diastolic collapse of these vessels. The
peripheral veins were abnormally full. The abdomen was dis-
tended, but there was no distention of the abdominal veins.
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Palpation: Vocal fremitus was possibly diminished over the
left lower chest. The pulsating tumor was connected with
the apex impulse, which was in the seventh interspace half an
inch within the anterior axillary line. It was distinctly ex-
pansile. There was no thrill present nor any diastolic shock.
It was rather forcible and lifted the palpating finger in all'
directions. The radials were palpable. The pulse was some-
what irregular .in rhythm and much weaker than one would
expect from the heaving character of the apex impulse. There
was no perceptible irregularity of the pulses nor appreciable
collapse. The lower border of the liver could be felt below
the right costal border on deep inspiration. The spleen was
barely palpable, and there was little tenderness in these re-
gions.
Percussion: The note over the left lower chest posteriorly
was very dull, almost flat. The area of cardiac dulness was
markedly increased downward and to the left, where it did
not extend beyond the limit of the apex impulse. Dulness
extended also to the right of the sternum.
Abdominal Cavity.—There was a considerable quantity of
free fluid.
Auscultation: Over the lungs the breath sounds were feeble
and indistinct at both bases, especially posteriorly. The heart
sounds at the apex were distinct and no murmurs were asso-
ciated with them. At the base there was a soft, feeble mur-
mur, heard only in the third interspace to the right of the
sternum. This had very little, if any, area of transmission,
and pressure with the stethoscope did not intensify it. Neither
the aortic second nor the pulmonic second was accentuated.
The urine and blood were not examined.
Diagnosis.—The diagnosis of fibroid myocarditis, hyper-
trophy and dilatation of the heart with cardiac insufficiency
and aneurism of the left ventricle was made. Dr. Frank
Jones saw the patient and concurred in the diagnosis.
The patient continued in the hospital, being up and down
until February 8, when he expired suddenly on getting up to
stool.
Autopsy,—Thirty-six hours after death; nutrition fair,
weight about 150 pounds; height about 5 feet 10 inches; skin
sallow. Scar 1x2 inches just above the right nipple. Globu-
lar enlargement over the fifth, sixth and seventh interspaces
two and a half by three inches wide, two inches outside the
nipple line. Abdomen distended; lower extremities edematous
to the body. Rigor mortis not marked. No decomposition.
Postmortem lividity in all dependent portions of the body
and about the shoulders. Irregularity of the right pupil.
Some of the mediastinal glands enlarged. Both pleura; ad-
herent. The left pleura markedly thickened; no fluid in
either pleural cavity.
Pericardium: Adherent to both pleurae. Both layers thick-
ened. The parietal layer completely adherent to the epicardium,
obliterating the pericardial cavity. The heart enormously en-
larged and removed with the pericardium; removal effected
with great difficulty, owing to the dense adhesions of all the
structures in the mediastinum. Weight after opening with
all clots removed, 1,145 grams (48.5 ounces). Blood in all the
cavities. Chicken-fat clots in the auricles. The walls much
hypertrophied and the cavities dilated; the left ventricle wall
1 inch, the right 5/10 inch thick. A large dilatation about the
size of an orange sprang from the apex of the left ven-
tricle anteriorly. The communication with the left ventricle
marked by a well-defined fibrous ring 2 inches in diameter.
The width of the swelling, at the greatest diameter, 5V3
inches; depth, 3 inches. The sac formed by roughened endo-
cardium and myocardium (which was thicker on the antero-
lateral surface, but only about one-fourth as thick as the ven-
tricular wall, the posterolateral wall being apparently without
myocardium, very thin), and both layers of the pericardium
adherent at the apex to the pleura and a portion of the seventh
rib, which was partially eroded. The cavity filled with dark
clotted blood.
Pulmonary Orifice: Three and a half inches in circumference,
valves thin, smooth and apparently competent. Tricuspid %
inch; valves smooth and closing orifice.
Aortic Orifice: Two and three-fourth inches. Valves not
sclerotic. Orifice apparently closed by valves. Slight fenes-
tration of the middle cusp.
Mitral Orifice: Four and seven-tenth inches. Valves normal.
Heart Muscle: Fibroid changes.
Coronaries: Open in the auriculoventricular
-grooves. Ori-
fices somewhat contracted. Vessels sclerotic.
Root of Aorta: A few recent atheromatous patches.
Kidneys: Enlarged; left larger than the right. Left pe-
culiarly lobulated, containing an old scar and a small cyst.
Capsules stripped with difficulty. Surface red; on cut surface,
fibrous tissue increased. Cortex somewhat thickened. The
organ dripped blood.
Abdomen: Peritoneum smooth except in the hepatic region,
and contained a large amount of dark fluid.
Gall Bladder: Filled with a dark greenish fluid; walls thick-
ened. Slight adhesions to surrounding structures.
Liver: Enlarged. Dark red. Surface uneven, hobnail in places.
Fibrous tissue distinctly increased. The organ dripped blood.
Capsule thickened, presenting the appearance of Curschmann
Zuckergussleber.
Spleen: Enlarged. Cut surface dripped blood. Fibrous tissue
increased. A supernumerary spleen about the size of an
English walnut attached to the organ.
Microscopic Examination.—Sections of tissue were fixed in
formalin, embedded in celloidin and stained with hematoxylin
and eosin for microscopic study.
Heart: In some areas the terminal coronary arteries were
blocked, showing typical anemic infarcts. The fibrous tissue
was generally increased. In many areas the muscle cells were
necrotic, which seemed to be the result of lack of nutrition.
Endarteritis had caused obstruction of the arteries, which
formed areas of fibrous myocarditis of, what Cowan describes
as, the para-arterial type. There were also areas of fibrous
overgrowth—perifascicular fibrosis—which corresponded to the
same author's periarterial fibrosis.
Sections through the aneurism showed adhesive pericarditis,
degeneration of the myocardium and marked overgrowth of
fibrous tissue.
Pathologic Diagnosis.—Hypertrophy and dilatation of the
heart, fibrous myocarditis, aneurism of the left ventricle,
mediastinopericarditis, cirrhotic liver, multiple serositis, and
cirrhotic kidney. The microscopic findings in the liver should
have been included, as these are important in connection with
mediastinopericarditis.
CAUSES AND USUAL LOCATION OF ANEURISM OF THE
HEART.
According to Warthin, aneurismal dilatation of the
heart wall may be congenital, due to defective develop-
ment of the heart muscle, and found in infants and
young children. This may occur in any part of the
heart wall, but is more frequent in the membranous por-tion of the ventricular septum.
The acquired form may be acute or chronic. The
former may be due to inflammatory process in the heart.
In this case the upper part of the septum is likely to
be the seat, especially if the result of acute mural en-
docarditis; or a dissecting aneurism may result. Myo-
malacia cordis may be the starting point of this form
of aneurism, which usually increases rapidly in size and
progresses to rupture.
The majority of these dilatations, however, are chronic
and result from the weakened cardiac wall giving way
under intracardial pressure. This may occur at any
age, but more frequently in advanced life. Walshe,
writing on the subject in 1851, says that it has hitherto
been most frequently observed between the ages of 20
and 30 and in very advanced life, or in those periods of
life when the agents are operative in producing the car-
diac changes on which the condition depends, namely,
syphilis in the young and the various heritages of old
age, senility and fibrosis.
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For the same reason it is much more frequent in men
than in women. In a total of two hundred and eight
cases collected by Hare from various authors, he found
that 74 per cent, were in males and 20 per cent, in fe-
males.
Several pathologic processes have been described asgiving rise to the weakening of the cardiac wall which
results in aneurism.
According to Cowan, whose admirable work on the
fibroses of the heart I have drawn on in the preparation
of this paper, the French writers especially have sug-gested that pericarditis may be an occasional cause of
aneurism. He describes the theory of these writers thus:
If the two layers become adherent over a small area, the
point of adhesion will be less mobile than the rest of the
heart, and, with each systole, traction will be put on the
part, and in course of time dilatation will result. The initial
inflammation produces alterations in the superficial myo-
cardium, and the chronic irritation resulting from the constant
stress of the traction gradually leads to a fibrous condition
of the aneurismal sac. . . . The objection to this theory
may be stated as follows: Local pericardial adhesions are
common and aneurism is rare, and the myocardium is but
little involved in chronic pericarditis. I have never seen any
fibrosis from such a cause even remotely resembling the fibrous
sac of an aneurism. The pericardium, too, is not a fixed
point, and it seems more reasonable to suppose that it and
not the heart wall is dragged on by the systole of the ven-
tricle. It is only in rare cases, where mediastinal adhesions
fix the pericardial sac to the bony thorax, that such a mech-
anism seems possible.
I have quoted thus at length because the pathologic
findings in my case apparently bear so directly on this
point.
The widespread mediastinopericarditis, the firm union
of the two layers of the pericardium over the aneurism,
and their adhesion to the chest wall, would at first sight
seem to furnish an ideal example in support of the
theory of origin of aneurism from pericarditis. A more
careful study of the case will, I think, show the wide-
spread fibroid changes in the myocardium due to sclero-
sis and thrombosis of the terminal branches of the coro-
nary arteries. The fact that the obliterated pericardial
cavity is clearly recent over all areas except immediately
over the aneurism, and the fact that mediastinitis is also
more recent than the aneurism, show that pericarditis
is at all events not the most important factor in the
production of the aneurism.
Scars resulting from traumatism to the heart mus-
cle and from gummata have also been shown to be rarely
the cause of these aneurisms.
Most authors state that the conditions may occasion-
ally depend on fatty degeneration independent of myo-
cardial fibrosis. Cowan again thinks that the evidence
here is not conclusive. There was no evidence of fatty
degeneration present in my sections.
Undoubtedly the great bulk of the cases are due to
mvocardial fibrosis which results from the complete or
partial obliteration of the coronary arteries—which, I
think, is the cause in this case.
This explains also the most frequent seat of the le-
sion, which is in the apical third of the left ventricle,
and most frequently here on the anterior surface.
According to Hall's statistics, the site of the aneurism
in 112 cases was as follows: Left ventricle, 92 cases;
right ventricle, 1 case; left auricle, 2 cases; ventricular
septum (muscular part), 8 cases; ventricular septum(membranous part), 7 cases; auricular septum, 2 cases(Hare). This also coincides with the fact pointed out
by Huchard that the left coronary artery, the descend-
ing branches more especially, is much more frequently
abnormal than the right.
The aneurisms vary in size, from the size of an Eng-lish walnut to the size of a child's head. They are usually
single, but may be multiple. The opening into the cav-ity of the heart is usually large, but it may be small,
rendering the aneurism distinctly saccular. The sac
contains clotted blood, and the walis are composed of
endocardium, myocardium and both layers of the peri-
cardium, which is nearly always densely adherent. It
maj- erode the chest wall, as this one had partially done.
SIGNS AND SYMPTOMS.
There are no distinctive symptoms of cardiac aneu-
rism, although, as Walshe says, almost every known
symptom of cardiac disease has been present in these
cases. Physical signs are usually equally lacking.- Itis only when the aneurism is large and favorably locatedthat an antemortem diagnosis is possible. It was the
expansile tumor clearly connected with the apex and itsheaving character associated with a very weak pulse
which enabled us to arrive at a diagnosis in this case.
How seldom the diagnosis is made may be seen from the
statement of Hall, who says that an antemortem diag-
nosis was made only once in seventy-six cases.
The signs and symptoms present are almost alwaysdue to the associated pathologic conditions, chiefly to
chronic myocarditis, which was prominent in this case.These symptoms may, however, be any one of those
characteristic of the three clinical groups of myocardial
diseases, namely, those in which sudden death may oc-
cur without previous indications of heart trouble, thosein which there is arrhythmia, cardiac asthenia, etc., anil
those with general arteriosclerosis and hypertrophy anddilatation of the heart.
ASSOCIATED LESIONS.
This case illustrates so well those cases described by
Pick as pericarditis, with pseudo-cirrhosis of the liver
and known under a variety of names, such as mediastino-
pericarditis, multiple or polyserositis, Concato's disease,perivisceritis, etc., that I wish to speak concerning thediagnosis of this feature of this, to me, very interesting
case.
These cases of mediastinopericarditis may be divided
into three groups clinically: 1. The silent, without signs
or symptoms. 2. Those presenting all the features of
cardiac disease. 3. Those in which the main features
are hepatic.
In this ease, while the physical signs of adherentpericardium were not prominent, the evidence of thick-
ened pleura, the fixation of the apex beat and the fre-
quency with which concretic pericardii is known to oc-
cur with cardiac aneurism, together with the hyper-
trophied and dilated heart, the enlarged and tender
liver, and especially the marked ascites, out of propor-
tion to the amount of edema present, should have led
to the recognition of this condition which was found at
autopsy.
TERMINATION.
In rare cases the sac has been obliterated by laminated
clots. It is surprising how few of these chronic cases
terminate in rupture of sac. Legg found this termina-
tion in only 7.7 per cent, of ninety cases. By far the
most frequent termination is from cardiac insufficiencyfrom myocarditis, as was the mode of death in this case.
Porter Building.
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DISCUSSION.
Dr. Robert Preist.e, Chicago, (exhibiting a boy with a car-
disc aneurism) : This patient was shot a few months ago,
the bullet entering to the left side of the sternum and at the
time giving no special cardiac disturbances. Later the pa-
tient developed a characteristic aneurism at the upper and
outer portion of the left ventricle.
Dr. James B. Herrick, Chicago: Dr McElroy's paper re-
called the case, seen by me five or six years ago, of a colored
man, about 30 years old. At autopsy, in addition to some
valvular trouble, extensive adhesions and a mediastinoperi-
carditis were found, as well as a chronic fibrous myocarditis.
In one of the areas of cardiac softening, near the tip of the
left ventricle, a rupture of the myocardium, evidently pre-
ceded by an aneurismal dilatation, had occurred; this rupture,
instead of occurring directly into the open pericardium, oc-
curred in a weakened spot between the two adherent surfaces
of the pericardium that were apparently dissected apart by
the blood. This little sae of pericardium had, at the time of
death, reached the size of a goose's egg. The interesting
clinical feature in this case was that, high up in the epigas-
trium beneath the xiphoid cartilage, was a visible, palpable,
pulsating tumor, and over this could be heard a systolic bruit.
The case presented many perplexing clinical features which
made the diagnosis somewhat difficult. It was only at au-
topsy that the real nature of the trouble was learned; then
the tittle sac communicating with the left ventricle was clear-
ly disclosed.
Dr. William J. Butler, Chicago: I had a patient, a boy,
10 years of age, who had primarily a congenital stenosis of
the pulmonary arterial tract. He acquired a septic endocardi-
tis involving the pulmonary orifice. In addition to this, which
had been diagnosed clinically, there was found at autopsy an
aneurism, the size of a walnut, of the right ventricular wall.
It had apparently resulted both from an involvement of the
mural endocardium and underlying myocardium in the in-
flammatory changes, more or less fatty degeneration of the
myocardium in general and the increased pressure in right
ventricle.
Dr. James B. McElroy, Memphis: The diagnosis of these
conditions is possible only when the aneurism is favorably
located. A most favorable and valuable diagnostic point is
the heaving character, the apex-impulse and expansile charac-
ter, which is only possible when the aneurism is favorably
located; then and only then, in my judgment, is a diagnosis
possible. In contrast to ninety cases diagnosed postmortem,
I have met but one case that was diagnosed antemortem.
CHRONIC PANCREATITIS.
JOHN B. DEAVER, M.D.
PHILADELPHIA.
Perhaps the most important advances in abdominal
surgery of recent years have been those made toward the
elimination of digestive disorders, that is, the recogni-
tion that by surgery we are able to attack successfully
not only the acute and obvious lesions, such as acute
appendicitis or intestinal obstruction, but also those de-
pendent on more obscure lesions of the stomach, biliary
system and pancreas.
As the importance of the pancreas in the process of
digestion was recognized by pathologists long after
painstaking investigations had served to bring us to an
understanding of gastric and intestinal physiology, so
also the surgery of pancreatic conditions has been con-
siderably behind that of the other abdominal viscera.
This is due to a number of reasons. The pancreas is
deeply situated and almost inaccessible for direct sur-
gical interference. Its functions being but little under-
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stood, their derangements naturally were not recognized,
and those finer tests in physiology were as yet unknown.The work of Fitz brought the attention of the profes-
sion to acute pancreatitis, but it was many years later
that the chronic form of inflammation of this organ
was clinically recognized, even though it had been path-
ologically studied by many observers.
TATIIOLOGY AND ETIOLOGY.
As to pathology, chronic pancreatitis may be subdi-
vided into the interlobular and the interacinar forms.
For the purpose of the surgeon it is sufficient to state
that the most frequent form is the interlobular, and
that it is this form with which we have to deal in the
pancreatitis complicating disease of the biliary passages.
The interacinar form is due to systemic conditions notyet understood and is therefore correspondingly unfa-
vorable to direct or local attack.
The etiology of chronic pancreatitis is of the utmostimportance. There is no doubt that its most frequent
cause is some interference with the free discharge of thepancreatic secretion, either associated or unassociated
with an ascending infection. As by far the most com-
mon cause of such obstruction is the lodgment of a gall-
stone in the ampulla of Vater, or other part of the com-
mon duct, the frequent association of the conditions is
at once explained. The occurrence under such circum-
stances of a pancreatitis, either acute or chronic, is notinevitable, but it is very common. The damming back
of the pancreatic secretion with dilatation of the ducts
and interference with function is in itself sufficient to
cause a chronic inflammation of the gland. Yet in most
instances we have no doubt to deal also with an added
infection ascending the duct of Wirsung and joining its
action to the other cause of inflammation. If the infec-
tion be virulent, acute pancreatitis may supervene—if
of diminished virulence, we have the chronic form of
pancreatitis as a result.
When the duct of Santorini is so situated that it can
take the place of the duct of Wirsung, the main duct of
the pancreas, as an avenue of discharge, pressure on theduct of Wirsung does not bring about such dire results,yet an infection at the same time active may nullify this
action and lead to a pancreatitis even in the absence of a
marked stasis in the secreting ducts.
 The feature of infection would account for those cases
of chronic pancreatitis which we find in those cases of
gallstone disease in which the stone does not actually
occlude the common duct. The very presence of the
stones presupposes an infection of the biliary passages
at one time or another, and when this is present there
is little doubt that the whole biliary tract is involved.
In a certain proportion of these cases the pancreaticduct would, of course, become infected also, and as the
infection causing gallstones is known to be a subacute
one—by some organism of diminished virulence—we
have in the condition causing the gallstones one which
also will cause a pancreatitis.
Indeed, most of my cases of chronic pancreatitis have,
contrary to the general rule, occurred in patients in
whom no gallstones were present. Yet in almost every
case I could discern either the presence of an infection
as shown by the bile, the congestion and an inflamma-
tion of the gall bladder, or the fact that there had been
some cholecystitis, as evidenced in a shrunken and dis-
torted gall bladder, or the presence of pericholecystic
adhesions.
So while duct obstruction plus infection furnishes the
most likely cause of chronic pancreatitis, either factor
Downloaded From: http://jama.jamanetwork.com/ by a Florida International University Medical Library User  on 06/09/2015
